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ABSTRACT
This paper reports on evaluation of an initiative to use paramedics as the first-level mental health counsel-
lors of abused women in rural Bangladesh (2003-2004) from the perspective of the abused women who 
participated in one or more counselling sessions. Thirty in-depth interviews, followed by a survey (n=372), 
targeted to cover all participants, were conducted in 2006. Overall, the arrangement, management of ethi-
cal issues, and skills of paramedics were rated favourably. Most (89%) abused women (n=372) considered 
the session useful; one-fourth of these women considered it very useful; and only a few abused women 
considered the session useless. Usefulness of the session was expressed mostly in terms of relief attained af-
ter talking about the issue. Most (87%) women reported being encouraged to be self-confident. In a context 
characterized by low self-confidence of women, lack of opportunity to talk about violence, and absence of 
professional mental health counselling services, this initiative is sufficiently promising to warrant further 
testing. 
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INTRODUCTION
Nowhere in the world is gender imbalance more 
present than South Asia. Violence against women 
is a pervasive problem in this region (1). In addi-
tion to physical violence, South Asia documented 
the highest rates of sexual and emotional violence 
against women. 
A population-based study conducted in 2001 in 
Bangladesh by ICDDR,B and Naripokkho—a wom-
en’s activist organization—as part of a World Health 
Organization (WHO) multi-country study on vio-
lence against women (VAW) found that two in ev-
ery five women had been physically abused by their 
husbands in both rural and urban areas of Bangla-
desh (2). Sexual violence within marriage was even 
higher in rural Bangladesh with every second wom-
an reporting sexual abuse by her husband (3). Emo-
tional violence by a husband was reported by 44% 
of urban women and 31% of rural women (3).
Evidence on negative consequences of physical 
and sexual violence on mental health of women is 
abundant in literature. Results of studies in North 
America showed that depression and post-trau-
matic stress disorder, which have substantial co-
morbidity, are the most prevalent mental health 
sequelae of intimate partner violence (4-11). 
The developed world generate most literature on 
consequences of violence against women. A few 
studies conducted in developing countries on this 
issue basically substantiate the findings from de-
veloped countries. For example, 70% of emotional 
distress cases in Nicaragua was attributed to inti-
mate partner violence (12), and 72% of physical-
ly-abused women in Pakistan were suffering from 
depression and anxiety (13). In Bangladesh, results 
of the ICDDR,B-Naripokkho study suggest an as-
sociation between physical violence by husbands 
and mental health problems in women ranging 
from functional disorders to suicidal intention (14) 
and attempted suicide (3). Moreover, it indicates a 
dose effect of the frequency and severity of physical 
abuse on the level of emotional distress of women.
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in Bangladesh never discussed their experience of 
spousal violence with anyone (2). Sixty percent of 
urban and 51% of rural abused women never re-
ceived any help in addressing violence. Only 2% 
ever sought help from institutional sources, from 
where support was not forthcoming. 
Although mental health counselling services are ef-
fective in increasing the efficacy of abused women, 
strengthening the coping skills of women, and en-
hancing their decision-making ability in other set-
tings (15-20), so far mental health of abused wom-
en has remained an area inadequately addressed by 
any policy or programme in Bangladesh. Counsel-
ling expertise in the area of domestic violence has 
only begun to be developed in Bangladesh, and 
currently, only a few mental health counsellors in 
the country have been trained in counselling of 
abused women. These counsellors are mostly city-
based. Even the government initiative to provide 
some mental health services to abused women 
through One Stop Crisis Centres are based in di-
visional hospitals only. Thus, a huge imbalance 
exists between the available supply and the need 
throughout the country, particularly in rural areas. 
Given the resource constraints making available, a 
team of professional counsellors providing services 
to abused women throughout Bangladesh does not 
seem to be practical. 
In this scenario, in 2001, ICDDR,B became part of 
an initiative for developing a group of counsellors 
for providing service to abused women in Bangla-
desh. Counselling was provided to abused women 
as part of a larger study known as Maternal and In-
fant Nutrition Interventions in Matlab (MINIMat). 
The MINIMat study enrolled all pregnant women 
in Matlab from 2001 to 2003. The questionnaire on 
violence was administered at the clinic-visit during 
30th week of gestation. A modified version of con-
flict tactic scale (CTS) was used for exploring expo-
sure of women to violence (21). The self-reporting 
questionnaire with 20 items (SRQ-20) developed by 
the World Health Organization was used for mea-
suring mental stress. The possible answers were on 
a yes/no basis. For a ‘yes’ response, the respondent 
was given a score of 1 and for a ‘no’ response the 
score given was 0. Thus, the range of scores on the 
SRQ-20 varied from 0 to 20, with 0 representing no 
mental health problems and 20 representing severe 
problems. 
The MINIMat trained ICDDR,B’s paramedics based 
in Matlab—a rural area—in mental health counsel-
ling for abused women. A six-day training, followed 
by two sessions of refresher training of paramedics, 
was conducted. A mental health counselling team 
initiated by Naripokkho-ICDDR,B trained the fe-
male paramedics. One of the trainers had a PhD in 
psychology, five had master’s degree in clinical psy-
chology, and two had master’s degree in psychol-
ogy. All the trainers had special training in mental 
health counselling of abused women and experi-
ence in conducting counselling sessions. 
The paramedics trained in counselling had a mini-
mum grade 12 education and 18 months of training 
as Family Welfare Visitors. Their work experience 
ranged from 8 to 29 years. The usual responsibility 
of the paramedics at ICDDR,B included manage-
ment of outpatient department (OPD), emergency 
care, delivery, antenatal care, postnatal care, and 
ultrasonography in four ICDDR,B clinics. In total, 
eight paramedics were trained. The four paramed-
ics who ranked best during the training started 
conducting the session. A fifth one was assigned 
this responsibility when one of the paramedics pro-
viding counselling left ICDDR,B. 
The training focused on gender-based violence 
against women, its root causes and determinants, 
psychosocial consequences of this violence, basics 
of counselling, and how to help abused women 
to manage stress, improve coping, and enhance 
well-being following the framework developed by 
Romano (22). This framework includes three com-
ponents: (a) increasing awareness of behaviours 
and reactions associated with a stressful situation, 
(b) improving coping strategies, and (c) strength-
ening well-being. Increasing awareness of personal 
responses to stressful situations, such as violent 
behaviour, is important. Stress reactions largely de-
pend on appraisal of a situation (23-24), and a dis-
cussion of the role of private thoughts in stress reac-
tions is essential as people usually understand from 
discussion of their own experience how thinking 
behaviours influence their emotions. 
Analyses of thoughts surrounding stressful situa-
tions help in more accurate appraisals of stress 
(25) and facilitate an awareness of irrational and 
distorted thoughts (e.g. blaming self for being 
abused) and that can contribute to stress reactions. 
Clients need to be helped in changing, improving, 
or strengthening their coping strategies to better 
manage a stressful situation. The main emphasis in 
such counselling is given to cognitive change in the 
form of cognitive restructuring, in which clients are 
facilitated to replace irrational and distorted beliefs 
and thoughts with self-statements that are more ra-Naved RT et al. Mental health counselling for abused women
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tional and realistic and change self-defeating and 
stress-producing thoughts to those that are more 
self-enhancing and reduce stress reactions. The fi-
nal component of this model encourages clients’ 
behaviours and strategies to enhance their overall 
well-being to buffer the effects of future stressors 
and life changes.  
To the extent possible, the following guidelines for 
feminist therapy were followed in implementing 
the framework described above: (a) exploring the 
prescribed roles for women in society and contra-
dictions within the context of the woman’s story. 
For example, in Bangladeshi families, a husband is 
generally supposed to be the income-earner, and 
a wife is supposed to perform household chores. 
Even if the husband fails to bring home food, he 
may beat his wife for not having a meal ready. Fol-
lowing the feminist theory, these explorations of 
contradictions are expected to help validate the ex-
perience of the woman and shift the responsibility 
from the victim to the perpetrator (26); (b) making 
the session a shared inquiry between paramedic and 
client, where the paramedic uses a participatory ap-
proach based on an equal relationship  (27-29); and 
(c) recognizing the importance of empowerment of 
the woman following feminist therapists (29-30) 
and defining it as a process whereby the woman 
was encouraged to make her own decision, hon-
our her own feelings, and choose her own action. 
Women were given opportunities to explore their 
inherent coping abilities and capacity for self-heal-
ing. As Yam notes that it is important to view the 
woman as a person who can make decisions and 
collaborate with others to solve her problem, allow-
ing the woman to express her feelings to a non-
judgemental and empathetic person and make her 
own decisions about the future (31). 
Mental health counselling was provided to women 
reporting physical or sexual violence or suicidal idea- 
tion or attempt. Counselling service was offered 
during March 2004–June 2005, and women who 
agreed to come for the first session were assigned 
an appointment. All the women who attended the 
counselling session did so at least several months 
after the delivery.
Women who reported both physical and sexual 
violence and suicidal ideation or attempt during 
the interview were invited first for an individual 
counselling session. Once this list of women was 
exhausted, women exposed to only one of the 
forms of violence and suicidal ideation were invit-
ed for the session. Women exposed to any one of 
the forms of violence but not reporting any suicidal 
behaviour, i.e. suicidal ideation or attempt, were in-
vited to the session at the final stage. Counselling 
service was offered and provided until the funds for 
providing such service were exhausted. ICDDR,B 
arranged transport for bringing women from home 
to the subcentres for the first session. In total, 416 
women were contacted, and 410 women attended 
the first session. The paramedics were instructed 
to request the women to contact the Community 
Health Research Workers of ICDDR,B to make an 
appointment for a consecutive session. No trans-
port was provided or conveyance was paid for con-
secutive sessions. Refreshments were arranged in all 
the sessions. In total, 402 women attended one ses-
sion; nine women came for a second session; two 
women came for a third session; and one woman 
came for the fourth session.
The counselling service was provided once a week 
at four ICDDR,B local clinics in Matlab known as 
subcentres. A maximum of three counselling ses-
sions were conducted per day. Counselling was 
provided under close supervision of a trained 
mental health counsellor having a master’s degree 
in psychology. For the first six months, debrief-
ing sessions were conducted at the end of each 
counselling day. Challenges in providing counsel-
ling and possible ways of overcoming these were 
discussed with the paramedics. Weekly group 
meetings were held with paramedics for sharing 
of experience and guidance by the supervisor. A 
counselling expert and academician with long 
experience in conducting counselling sessions for 
abused women worked as an advisor to the proj-
ect. The supervisor regularly consulted the advisor. 
The advisor conducted several discussion meet-
ings with the whole team.
This study evaluated this service through follow-up 
of women who availed of it. Specific objectives of 
the study included assessment of: (a) organizational 
aspects of the session, such as timing, waiting time, 
and the length of the session; (b) ethical guidelines 
followed  in the intervention, such as maintenance 
of privacy and confidentiality; and (c) paramedic 
performance, measured by attitude and behaviour, 
ability to understand participant’s narratives, en-
couragement for exploring a way out of violence; 
(d) usefulness of the service; and (e) determinants 
of usefulness of such service for abused women. 
MATERIALS AND METHODS
Both qualitative and quantitative research methods Naved RT et al. Mental health counselling for abused women
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were used in evaluating the intervention from the 
perspective  of  the  abused  women  attending  the 
session(s). In measuring the quality of care of dif-
ferent aspects of service provided at the pre-arrival 
and arrival stages, the interaction with the provider 
and the outcomes of the service were taken into ac-
count. Although transport was arranged for attend-
ing the first counselling session, there were likely 
many remaining obstacles to participating in the 
programme, such as inconvenient days and hours, 
indirect costs, workload, and restrictions on mobili-
ty. In the evaluation, the women were asked about 
barriers to attending the session. 
Literature shows that both waiting-time and dura-
tion of session affect satisfaction with the service 
(32). For this reason, waiting-time, the total dura-
tion of the session, and how these were perceived 
by women were included in the assessment of 
quality of service. Since maintainance of ethical 
standards in delivering services concerning such 
a sensitive issue as violence was of utmost impor-
tance, special attention was paid in the evaluation 
to maintenance of confidentiality and privacy. The 
performance of the paramedics was measured by 
their attitude towards the women, non-judgement-
al nature of their interaction, equal treatment, and 
ability to understand the woman’s story and situ-
ation.
For long-term counselling care, the final outcome 
criteria and evaluation might centre on ending 
abuse. For relatively short-term care criteria for suc-
cessful outcome would be making the victim recog-
nize that she is not to be blamed for violence, mak-
ing her aware of her strengths and coping skills, 
and helping her to establish or re-establish social 
networks. In the case of the current programme, 
the overwhelming majority (97%) of the clients at-
tended only one session. So, it can be assumed that 
not all these indicators for short-term care would 
be appropriate for measuring the success of the cur-
rent intervention. Thus, the final outcome of the 
session was measured in terms of satisfaction of the 
participants with different aspects of the session 
and a global evaluation of its usefulness and also 
in terms of reasons for not coming for a second ses-
sion.
Both qualitative and quantitative research methods 
were used for evaluating the service. In-depth in-
terviews to assess the service were carried out with 
30 participants in counselling session during Au-
gust 2006. Purposive sampling method was used 
for selecting the women for in-depth interviews. As 
there were funding constraints and the number of 
women who would participate in the programme 
was  unknown,  women  residing  closest  to  the 
ICDDR,B hospital were approached first, and then 
women living farther were approached as long as 
the funds allowed. Trained female interviewers 
with master’s degree in anthropology and sociolo-
gy conducted the interviews. Consent was sought 
for tape-recording the interview. The interviewers 
transcribed the data. A code list was prepared based 
on a list of general themes, which was modified in 
the process of coding for allowing new understand-
ing and subthemes to emerge from the analysis of 
transcripts. Two data collectors coded data using 
the Atlas/ti software. The data were retrieved by 
codes, and search was performed for patterns and 
ideas for explaining those patterns in the data.
In-depth interviews were followed up by a survey 
conducted during June-August 2007. In-depth in-
terviews were conducted for achieving a detailed 
understanding of how the abused women assessed 
the intervention. Data from these in-depth inter-
views helped develop the questionnaire for the 
survey. The qualitative data were also useful in 
formulating the questions in an appropriate lan-
guage using appropriate terms. They helped inter-
pret the quantitative results as well. The survey was 
conducted to assess the intervention that is gener-
alizable across programme participants. It was in-
tended to include all the women who attended the 
sessions. The final sample obtained for the survey 
was 372 (Table 1). The women lost to follow-up 
were mainly due to migration or long-term absence 
from households. Background characteristics of 
the women lost to follow-up were not differerent 
from the women covered by the survey. As shown 
by MINIMat data, they also did not differ from the 
obtained sample in terms of exposure to physical 
and/or sexual violence.
Table 1. Distribution of target sample (n=410)
Status of target sample in 
terms of coverage 
Percentage
Not found
Household was not found 0.5
Absence from household for a 
long time
7.1
There was nobody in the 
household
1.2
Dead/deaf 0.5
All completed 90.7
Total 100Naved RT et al. Mental health counselling for abused women
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Careful attention was given to a number of ethical 
concerns in this study. Consent from women was 
sought at the end of the counselling session for go-
ing back to them, which allowed this evaluation to 
take place. Standard informed consent procedures 
were followed before the in-depth and survey inter-
views. At the start of all interviews, the participants 
were informed orally of the purpose and nature of 
the study and its potential benefits. Because of the 
low levels of literacy, verbal consent was requested. 
As part of the consent procedure, the participants 
were informed that the data collected would be 
held in strict confidence. To ensure that the par-
ticipant was aware that the survey included ques-
tions on highly-personal and sensitive topics, the 
interviewer forewarned the participant that some 
topics would be difficult to talk about. It was made 
clear to the woman that participation in the study 
was voluntary, and even if she agreed to participate 
in the study, she would be free to terminate the in-
terview at any point and to skip any questions that 
she did not wish to respond to. 
The following special measures were adopted to en-
sure that the study did not jeopardize the safety of 
the interviewees or the interviewers:
The place of interview was chosen according to the 
convenience of the study participants. The inter-
views were carried out in private, and only very 
young children, aged less than two years, were per-
mitted to be present. Interviewers were trained to 
terminate or change the sensitive topic for dealing 
with interruptions. The training included a num-
ber of role-play exercises simulating different situa-
tions that may arise in the field. Each data collector 
carried  a  dummy  questionnaire  which  excluded 
the sensitive questions. They were for use in case 
people outside the study insisted on reading the 
questionnaire,
The principle of doing no harm and respecting a 
person’s decisions and choices was followed. The 
data collectors were trained to ask questions sensi-
tively, in a supportive and non-judgemental man-
ner. The importance of confidentiality was empha-
sized in the training. The questionnaire, tapes, and 
transcripts did not include any real names or ad-
dresses. Only the researchers had access to the data 
and used these exclusively for the purpose of re-
search. The ethical review committees of ICDDR,B 
and Uppsala University approved the study.
RESULTS
Background characteristics of women surveyed
Background characteristics of the 372 abused 
women surveyed for programme-evaluation 
purpose are presented in Table 2. About 35% of 
the women in the sample were aged 30 years or 
more while 12% were aged less than 20 years. 
About 41% had no education, and only 1% had 
post-secondary level of education. About 29% 
came from the poor, 30% from below middle 
class, 22% from middle class, and the remain-
ing from upper-middle class and the rich. About 
15% had been exposed to physical, 36% to sex-
ual, and 65% to emotional violence in their life-
time. The median SRQ score for all the pregnant 
women included the MINIMat study was 5. In 
this study sample, the score was 8 for ever emo-
tionally-abused women, 7 for ever physically-
abused women, and 7 for ever sexually-abused 
women. About 28% of the study women report-
ed suicidal ideation during the last four weeks.
Table 2. Background characteristics of women 
surveyed (n=372)
Characteristic of surveyed woman      Percentage
Age (years)
  <20
  20-24
  25-29
  30+
11.9
23.7
29.1
35.3
Education in completed year
  No
  Primary
  Secondary
  Post-secondary
40.8
28.2
30.3
0.8
Socioeconomic status*
  Poor
  Below middle class
  Middle class
  Upper-middle class
  Rich
29.0
29.5
21.7
9.4
10.5
Exposed to lifetime physical violence 15.3
Exposed to lifetime sexual violence
Median mental stress score by expo-
sure to violence†
  No violence based on larger dataset
  Emotional violence
  Physical violence
  Sexual violence
  Suicidal ideation
36.0 
5
8
7
7
28
*Socioeconomic status defined by the wealth 
index based on principal component analysis 
of assets owned by households; †Distress score 
was calculated based on responses to the self- 
reported questionnaire—20 used in screening 
for mental distressNaved RT et al. Mental health counselling for abused women
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Time-related aspects of session
Two issues may impact results and satisfaction of the 
participants with duration of session. First, people 
in rural Bangladesh usually do not measure time in 
terms of hours. Second, the lapse in time between 
the counselling session and the evaluation might 
have made recall an issue. To assess accuracy of the 
reporting of time, data collected on duration of the 
session was checked against some randomly-select-
ed tapes from the sessions. Two categories of dura-
tion of the session were checked: (a) two hours or 
more and (b) 15 minutes or less. The results showed 
that no sessions went beyond an hour in the first 
category. However, duration of the sessions among 
women reporting 15 minutes or less actually ranged 
from 12 minutes to one hour. Therefore, the partici-
pants’ reports of time-related aspects of the session 
must be seen as reflection of their perception rather 
than actual time. Although not accurate, they are 
assumed to indicate how the time-related aspects 
of the session were assessed by the women. This is 
why we considered it important to report how du-
ration of session was perceived by women.
Table 3 shows that about 16% of the women 
considered the scheduled time for the session in-
appropriate, 71% thought it was okay, and 13% 
considered it very convenient. The mean reported 
waiting-time was 48 minutes with the minimum 
waiting-time being zero and the maximum three 
hours. As reported by the women, about 16% had 
to wait more than an hour for the session while 
52% had to wait half an hour or less. 
About 55% of the women were happy about the 
waiting-time, about 38% were unhappy. About 
58% of those who felt bad and 50% of those who 
felt very bad about the waiting-time reported wait-
ing more than one hour. 
Shamima said,
Was not I takto (annoyed), while I was kept 
sitting and waiting? Afa (meaning elder sister 
used to refer to the paramedic) repeatedly made 
phone calls, and she was going out of the room. 
Would not this make me annoyed? … The child 
was crying. I would have left her behind but I 
come from a nuclear family. The other children 
(who she left home) were small. I was worried 
whether they would fall in the water. [Age 38 
years, grade 2, non-poor, victim of physical vio-
lence, three children]
Data of in-depth interviews showed that women 
were unhappy about perceived long waiting-times 
mainly for the following reasons: (a) children, who 
accompanied them, kept crying and annoying 
them; (b) they had left children and their house in 
someone else’s charge; (c) the paramedics seemed 
to keep them waiting until it was convenient for 
them to call the women in. The paramedics seemed 
to work leisurely and seemingly wasted time gos-
siping, chatting over phone, going here and there; 
(d) the sitting arrangement was not comfortable. It 
was hot, and there was no fan; and (e) snacks of-
fered were not adequate. 
Interestingly, 22% of those who felt bad and 2% of 
those who felt very bad about it waited for less than 
30 minutes. On the other hand, 17% of those who 
felt good and 8% of those who felt very good about 
the waiting-time waited for more than one hour. 
In-depth interview data give us a glimpse of how 
some women who had a long waiting-time could 
justify it. For example, Jamila, who reported wait-
ing two and a half hours, tried to rationalize it as 
follows:
How would I feel [about the waiting-time]? 
Table 3. Evaluation of time-related aspects of session by women (n=372) (%)
Time related aspect Timing of session Waiting-time Duration of session
Opinion regarding timing of session
  Very convenient
  Convenient
  Not convenient
  Not at all convenient
13.2
70.7
16.1
-
How she felt about waiting-time and 
duration of session 
  Very bad
  Bad
  Nothing
  Happy
  Very happy
4.6
33.3
7.5
50.3
4.3
0.5
3.2
-
68.8
27.4Naved RT et al. Mental health counselling for abused women
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What if I have problems waiting? This [i.e. re-
ducing the waiting-time] is not so easy [for the 
paramedics]. They (i.e. the paramedics) have 
to folow the serial number. They are admitting 
people to the room one by one. It would always 
be this late if you go somewhere. … Why would 
I get annoyed? [Age 32 years, no education, 
middle-class, victim of emotional violence]
The reported duration of each session, on average, 
was 54 minutes and ranged from 10 minutes to two 
hours and 25 minutes. Overall, the reported dura-
tion of the session was one hour or more for 52% 
of the women while it was half an hour or less for 
38% of the women. Interestingly, the desired dura-
tion of the session was very close to the reported 
duration on average (58 minutes). About 61% of 
the women felt that the duration should be one 
hour or more while 30% thought that it should be 
half an hour or less.
Ruma, a woman interviewed in-depth, appreciated 
the session extending to 30 minutes. She had the 
following interaction with the interviewer:  
Interviewer: Was that half an hour adequate for 
you? …
Informant: It was all right. Could not be any 
better. …  
I could say everything I wanted. 
[Age 19 years, grade 6, non-poor, victim of 
physical violence] 
Although the length of the session was 90 minutes, 
Shahana was not annoyed as she was warned by 
the paramedic that the session might take a long 
time beforehand. She said,
No, it did not get late. When she called me in, 
she informed me how long the session might 
continue. She informed me beforehand. … No. 
I was not annoyed. [Age 24 years, grade 8, non-
poor, victim of emotional violence]
There were also some women who were either par-
tially or completely unhappy with the length of the 
session. Two of the 23 women who talked about 
duration of the session during the in-depth inter-
view did not feel good about the session and felt 
irritated about spending a long time at the clinic. 
Shila was one of them. She said:
I was takto (irritated/annoyed). ... I was annoyed 
that I left my child in the corridor. They took 
me to another room. ... The child was crying. 
She  (paramedic)  told  me,  “No  problem.  We 
gave him food, and he is now playing. I gave 
him toys as well. So, there is no problem. You 
just talk.” I told her, “Get this over quickly. I am 
getting annoyed worrying about the child. [Age 
29 years, no education, poor, victim of physical 
and sexual violence]
The total perceived time spent for availing of the ses-
sion was not at all convenient for Latifa. Her state-
ment shows that being away from the home for at-
tending a clinic session might increase the risk of 
abuse by her husband. She was apprehensive of her 
husband getting aggressive and calling her names 
and hitting her. However, she did not tell the para-
medic about her problems. Latifa put it as follows:
She talked for a long time. I wanted to come 
home. I knew his father (her husband) would 
mukh larhbo (scold me). He would kilaibo (punch 
me) and parhaibo (tread on) me. He would call 
me names. He would call me chodani shali (fuck-
er) and demand of me “why did you stay at the 
clinic for such a long time. [Age 40 years, no 
education, poor, victim of physical and sexual 
violence]
Client satisfaction with privacy and confiden-
tiality during counselling session
Table 4 illustrates how privacy and confidentiality 
were evaluated by the women. About 38% of them 
had concerns regarding privacy before the session. 
The survey data showed that privacy was well-
maintained. Nobody else was present during the 
session, except for cases where the supervisor of the 
paramedic or a child of the woman not older than 
two years was present. In 95% of the cases, the door 
Table 4. Evaluation of privacy and confidentiali-
ty-related issues by women (n=372)
Aspect of privacy Percentage
Door was closed
  Yes
  No
94.9
5.1
Anybody present beside the super-
visor and a child aged <2 years?
  Yes
  No
0.0
100.0
Attempt at keeping privacy
  Very good
  Good
  So so
  Not good
  Very bad
30.1
61.8
0.8
6.7
0.5Naved RT et al. Mental health counselling for abused women
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was closed. About 92% of the women rated efforts 
at maintaining privacy as good or very good.
High appreciation of privacy maintained is illus-
trated in the following quote from an in-depth in-
terviewee: 
Interviewer: What did you appreciate most 
about going there, waiting, and talking?
Informant: [I liked most] That we talked in a 
sepa-rate room. This is what I liked. I liked that 
there was nobody else with us. So, we talked in 
private. This was a discussion of private matters, 
and nobody heard it. [Shahana, age 24 years, 
grade 8, non-poor, victim of sexual violence]
Interestingly, 52% of the women reported they 
were not being at all concerned about confidential-
ity of the session. About 7% of the women were 
very much, 11% somewhat, and 26% moderately 
concerned about confidentiality. All of those who 
were concerned regarding confidentiality were 
afraid that the paramedics would tell others what 
was  discussed.  Qualitative  data  provide  informa-
tion on the types and sources of concerns regarding 
confidentiality. Thus, Julekha, who highly appre-
ciated the session, shared her concerns regarding 
confidentiality. She said:
I liked the session very much. … [After the ses-
sion] my heart felt light. I felt that way because 
afa (paramedic in this instance) guaranteed that 
nobody else would get to know [my story]. If I 
ever get to understand or come to know that 
afa told my story to somebody else, I will feel 
ashamed and question myself for ever tell-
ing her [my story]. The pain I already carry is 
enough for me. Why would I invite additional 
suffering? I am bearing all the pain for the sake 
of protecting my attoshomman (prestige). [Age 
36 years, grade 12, non-poor, victim of severe 
physical and sexual violence]
Choitali said:
I was scared that there would be trouble in the 
family because of the disclosure. I thought about 
this and I was afraid. I used to argue with my-
self, “How can afa harm me using the informa-
tion she got from me?” There are people who 
can create kanjala (trouble) in a family by saying 
things. … I thought let me see what afa does. 
Now my child [who was born several months be-
fore the session] is almost four and nothing [no 
breach of confidentiality] has happened yet. Now, 
I am afraid no more. [Age 30 years, no education, 
poor, victim of physical and sexual violence]
Boishakhi was apprehensive of marriage break-
down if any information leaked. She said:
I was a bit scared. ... What if people get to know 
[that she shared her story]? If so, my marriage 
would be ruined. ... I was troubled a lot. I was 
troubled to the full extent. Even four-five days 
after the session, I was still telling myself, “what 
if my husband gets to know? My life would be 
ruined.” I suffered so much! I suffered for about 
a week. ... At that time I could not share this 
with anyone else and I felt disturbed, totally dis-
turbed. [Age 43 years, no education, non-poor, 
victim of physical and sexual violence]
Evaluation of performance of paramedics as 
counsellors
About 98% of the women reported that the para-
medics conducted the session very well or well 
(Table 5). Everybody without exception reported 
that the paramedic treated her very well or well 
and listened to her attentively or very attentively. 
All the study participants held that behaviour of 
the paramedics was good enough and does not re-
quire any improvement.
Twenty-eight women interviewed in-depth were 
asked about the attitude and behaviour of the para-
medics during the session. All of them appreciated 
the attitude and behaviour of the paramedics. Six-
teen of them highly appreciated behaviour of the 
paramedics. For example, Parvin, a victim of severe 
physical and sexual violence, said: 
I was very satisfied (shontushto hoisi). Other 
counselling clients comment on various aspects 
of behaviour of the paramedics, such as tone, 
body-language, language, etc.
She talked very nicely in a sweet voice. [Nazma, 
age 32 years, grade 8, non-poor, victim of sex-
ual violence]
She used a very bhodro bhasha (polished lan-
guage), which I liked a lot. [Shelly, age 29 years, 
grade 5, non-poor, victim of physical violence]
The way she (the paramedic) talked was satis-
fying. You cannot attain any tripti (satisfaction) 
talking to many people. They would either talk 
angrily or say many improper things or would 
tuchchho (belittle) you. No, there was nothing 
like that in her (the paramedic’s) manners that 
could be disliked. … She always talks to me 
with a smiling face. [Shiuly, age 30 years, grade Naved RT et al. Mental health counselling for abused women
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9, non-poor, victim of physical and sexual vio-
lence]
When  women  interviewed  in-depth  were  asked 
whether the paramedics have treated them equally 
or looked down upon them, all the women appre-
ciated equal treatment of the paramedics towards 
them. 
She did not talk to me the way rich people usu-
ally talk to the poor. She treated me like a sister. 
She did not use any bad language. She was not 
conceited. She is a good person. [Asmani, age 
27 years, grade 5, non-poor, victim of sexual 
violence]
I liked [how she treated me]. She is a doctor (…). 
Her position is much higher than mine. Thanks 
go to her for treating us equally and having for 
us the same sitting arrangement as her own. 
[Rahela, age 36 years, grade 3, non-poor, victim 
of physical and sexual violence]
She showed that she cares a lot [for me]. She 
did not ignore me because she is a doctor. I am 
not lying. She is a doctor and I am an illiterate 
woman. Whatever she did she did it nicely and 
with a lot of care. [Sayema, age 27 years, no edu-
cation, non-poor, victim of physical violence]
About 98% of the women considered the pace of 
the session appropriate, which is in line with the 
findings from the qualitative data. 
About 99% of the women reported that, during the 
session, the paramedic had a non-judgemental at-
titude. About 94% felt that the paramedic under-
stood her very well while the remaining women 
thought  that  she  understood  them  more  or  less 
well. The paramedics encouraged about 57% of the 
women to explore a way out of the situation. 
Overall reaction to session
To a directly-asked question whether the paramed-
ic encouraged her to be self-confident, about 87% 
of the surveyed women answered in the positive. 
About 23% of the women who were encouraged to 
explore a way out of their current situation in terms 
of violence considered this discussion futile while 
52% reported getting the idea that there might be 
some solution to her problem. Overall, 74% of the 
women reported that the session was useful a bit, 
and 16% reported that it was very useful. When 
asked in what way they thought the session was 
useful, 85% of the women who considered it useful 
said that it was so as it made them feel ‘halka’ (light). 
About 22% of the women said that it was useful as 
it helped them understand violence against them 
was not their fault. The paramedic’s depth of un-
derstanding and her empathy were mentioned as 
being considered useful by 19% of the women. 
About 8% of these women said that they found 
a new source of help, and 6% reported that they 
found a new way of dealing with violence. About 
3% were happy that ICDDR,B was attaching im-
portance to this issue.
About 11% of the women interviewed did not 
consider the session useful. One woman said that 
the session was harmful as violence by husband in-
creased due to disclosure of violence at this session. 
She commented that her husband interrogated her 
Table 5. Evaluation of performance of paramedics by women (n=372) (%) 
Aspect of performance of paramedic 
Response category 
                       All
Very good Good
The way she treated her 56.7 43.3 100.0
Slow OK Fast
Pace of session 0.8 98.4 0.8 100.0
A lot Moderately No 100.0
Listened attentively 96.5 3.5 0.0 100.0
Encouraged way exploration 14.8 42.2 43.1 100.0
She was judgmental 0.5 0.3 99.2 100.0
Yes No
Understood her 94.4 5.7 100.0
Self-confidence
encouraged
Usefulness of session
100.0
100.0
87.1 12.9
Not useful Slightly Very Harmful
    10.5    73.5 15.7     0.3Naved RT et al. Mental health counselling for abused women
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after the session and made her reveal what was dis-
cussed at the session.  
The positive reactions were expressed as follows:
I liked it. ... I felt good talking, and afa listened 
to me, which helped me overcome my pain. ... 
I don’t quite have people who I could open my 
heart to. ... I found such a person and I talked, 
which made me feel great. ... My heart felt light, 
and I had this good feeling even after I returned 
home. [Ruma, age 19 years, grade 6, non-poor, 
victim of physical violence]
I was monmora (depressed). I felt a little better 
after talking to her. ... Being able to talk to some-
body lightens your heart. [Nazma, age 32 years, 
grade 8, non-poor, victim of sexual violence]
Rahela elaborating why she had the same kind of 
feeling said:
I liked that she asked me questions—questions 
that nobody asks and nobody listens to so at-
tentively. [Rahela, age 36 years, grade 3, non-
poor, victim of physical and sexual violence]
One of the recognized indicators of appreciation 
for service is the willingness to uptake the service 
again. As it was mentioned above that only nine 
women came for a second session. In response to 
the question why the others did not come for a sec-
ond sessions, 53% of the women said that they did 
not need it. It is not clear from this response wheth-
er they did not need another session or whether 
they could not justify attending subsequent ses-
sions. If we consider the proportion of women who 
said that the first session was useful, it seems that 
at least a proportion of the women who said that 
they did not need it must have referred to a second 
session. Among the women who did not come for 
a second session but did not say that it was not nec-
essary, 50% did not realize that a second session was 
available to them; 27% had not time to come for a 
second session; 11% could not obtain permission 
or had family problems that did not allow them to 
come; and 5% were either sick or upset.  
Table 6. Logistic regression results identifying factors associated with usefulness of mental health coun-
selling session conducted by paramedics
Independent variable Odds ratios
95% confidence 
interval
Age (year)
  <20 (Ref)
  20-24
  25-29
  30+
0.389
0.897
0.643
0.094-1.609
0.367-2.193
0.276-1.501
Education
  None (Ref)
  Primary
  Secondary
  Post-secondary
0.145
0.252
0.263
0.007-3.018
0.012-5.240
0.013-5.208
Wealth quintiles
  Quintile I (Ref)
  Quintile 
  Quintile III
  Quintile IV
  Quintile V
1.072
0.711
0.726
0.865
0.294-3.911
0.207-2.436
0.196-2.686
0.209-3.578
Maintenance of privacy rated very good, Yes-No 1.291 0.646-2.580
Encouraged a lot to explore a way out, Yes-No 7.670 3.648-16.126
Discussion topic was considered very important, Yes-No  2.396 1.200-4.782
Encouraged to be self-confidence, Yes-No 3.991 0.508-31.336
Exposure to lifetime physical abuse by husband, Yes-No 0.660 0.262-1.663
Exposure to lifetime sexual abuse by husband, Yes-No 1.102 0.523-2.321
Constant 0.178
Ref=ReferenceNaved RT et al. Mental health counselling for abused women
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Determinants of considering the session useful
Logistic regression analysis was performed to ex-
plore the characteristics of women who found the 
session to be useful and to understand which fea-
tures of the session were associated with usefulness. 
Considering the potential over-reporting of posi-
tive reaction to the session, we treated a dummy 
variable denoting the session either as very useful 
or not as the dependent variable. The independent 
variables included age, education of the woman 
and wealth index of her household, whether she 
considered the topic of discussion very important, 
whether attempt at maintaining privacy by the 
paramedic was highly appreciated, whether she was 
encouraged to be self-confident and to explore a 
way out of the situation, and her exposure to physi-
cal and sexual violence by husband (Table 6). The 
results showed that the women who considered 
the discussion topic very important were two times 
more likely to rate the session as very useful. Also, 
women who were strongly encouraged to explore a 
way out of violence were almost seven times more 
likely to consider the session very useful. 
DISCUSSION
It is clear from the findings of the study that the 
sample consisting of abused women experienced 
higher levels of mental stress compared to a sample 
representing a mixture of non-abused and abused 
women. Also, a large proportion of these women 
had suicidal ideation. This highlights the need for 
mental health counselling service for these wom-
en. Most women were positive towards different as-
pects of the counselling session. The overwhelming 
majority of the women considered that the timing 
of the session was good or very good. The average 
duration of the session was close to the desired du-
ration. Although most women were fine with the 
waiting-time, some women were unhappy about it. 
They had competing demands on their time due 
to childcare and household responsibilities and 
were concerned about an abusive husband. Some 
of them told the paramedics about these problems, 
and some did not. Interventions such as this need 
to be more sensitive to such issues and try to re-
solve them.
The paramedics conducted the sessions in private. 
Most women were confident about confidential-
ity. Some women who were concerned about con-
fidentiality were later convinced that the concern 
was not justified. 
Women were particularly positive about the perfor-
mance of the paramedics. Most rated their perfor-
mance in conducting the session as good or very 
good. Every participant felt that the paramedics 
treated her very well. According to the women, the 
paramedic listened to them very carefully. Most be-
lieved that the paramedics understood what they 
told them and considered that the paramedics had 
a non-judgemental attitude. 
The paramedics encouraged the majority of wom-
en to be self-confident and encouraged more than 
half of the women to explore a way out of the 
violent situation. There is evidence in the litera-
ture to the effect that short-term counselling (four 
sessions at best) has reduced distress levels (33). 
However, these findings still hold surprising given 
the number of sessions the women had in this 
case. If the reports were not biased, enhanced self-
confidence might result in better coping skills of 
these women. The majority of the women found 
the session useful mostly because it offered them 
some relief to talk about their negative experienc-
es. Women who considered discussion of violence 
very important were more likely to find the ses-
sion very useful. 
This is not surprising in light of the fact that the 
majority of abused women in Bangladesh do not 
talk about their experience but it is well-known that 
inhibiting or holding back one’s thoughts, feelings, 
and behaviours is associated with long-term stress 
and disease (34). Actively confronting upsetting ex-
periences—through writing or talking—is hypothe- 
sized to reduce the negative effects of inhibition, 
such as short-term autonomic activity (35-36) and 
long-term stress-related disease (37), by allowing 
individuals assimilate and reframe the negative ex-
perience (38-40).
This study also indicates that increasing efforts in 
exploring a way out of the violence might help 
make the session more useful to the women, and 
further intervention needs to take this into ac-
count.
It is important to note that these findings suggest 
that the first session was convenient for most wom-
en. The ethical guidelines were carefully followed 
in implementing the intervention. The session 
seemed to have offered most women some hope 
and relief. It must be recognized that the effects of 
the session as reported by the women were small 
but significant, particularly in light of the fact that 
most participants attended only one session. The 
additional  benefit  of  attending  multiple  sessions 
remains to be explored. Naved RT et al. Mental health counselling for abused women
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Attention must be given to the fact that attending a 
session at the clinic was not convenient for a group 
of women, and some women suggested that this 
could even escalate violence. This study does not 
shed light on the barriers in accessing this service 
for women who did not come to any sessions. Thus, 
research needs to be undertaken for understanding 
what inhibits some women to access such services; 
other strategies for reaching out these women need 
to be developed; and working with men to create 
an enabling situation for women to access services 
needs to be considered. 
The fact that most abused women did not come for 
a second session might be an indicator of how the 
session was assessed by the women. This is why the 
reasons for not coming for the second session need 
to be considered carefully. It seems from the data 
that there was a communication gap regarding the 
availability of service, which must be addressed in 
future programmes. There also was a lack of under-
standing of what more consecutive sessions can 
offer to them. Thus, it is imperative to explain to 
abused women what mental health counselling 
aims to achieve and the process through which it 
attempts to achieve this goal. Means of helping 
women to manage time and hold sessions at a more 
convenient time for some women need to be ex-
plored. Strategies must be developed for overcom-
ing gatekeepers and reaching out to women who 
are too sick or upset to come to a session. Trans-
port also seems to be an issue for some women and 
needs due attention. 
Relatively high satisfaction of the abused women 
with different aspects of mental health counselling 
service seems reasonable in light of the literature on 
client satisfaction regarding the quality of health-
care in rural Bangaldesh (41). Literature indicates 
that communication skills of healthcare providers 
are valued highly by the clients (42). Service pro-
viders’ behaviour, especially respect and politeness, 
is the most powerful predictor of client satisfaction. 
For the participants of this study, this aspect was 
much more important than the technical compe-
tence of the service provider.  These findings might 
suffer from some biases due to several reasons. 
First, women may have very low expectations from 
the service providers. As the literature shows, only 
49% of the women reported that a family-plan-
ning health worker was usually sympathetic to 
their needs, and only about 60% were appreciative 
of their needs for privacy (43). In such a context, 
active listening skills of the paramedics, their non-
judgemental, equal and empathetic treatment of 
the abused women might have contributed to an 
overtly-positive assessment to the service.  Also, it 
was not known by these women what a standard 
mental health counselling session consists of. The 
ability to talk about such private and sensitive is-
sues was highly appreciated by the majority and 
has possibly contributed to their satisfaction with 
the service. This is not very unusual with women 
having a high level of distress and inability to share 
problems with others. Even in Germany where 
mental health service is quite developed, mature pa-
tients with subthreshold depression expected their 
general practitioners (GPs) to listen to them rather 
than take specific actions towards symptom relief 
(44). This underlines the fact that mental health 
patients have a special need for active listening to 
their problems, which is a potential contributer to 
their satisfaction with the service.
Second, the long-term relationship between 
ICDDR,B and the community and between the 
women and the paramedics who have been work-
ing in these communities for years are potential 
factors that might prompt the women to portray  a 
positive picture of the service. 
Measuring patient-reported outcomes and behav-
iours as close to the targeted exposure as possible 
has been recommended (45-47) due to several rea-
sons. The main reasons are that long-term memory 
of past experiences does not fully decode details in 
unbiased ways (48); although recall of memories 
can produce believable and reasonable results, the 
results may or may not represent an accurate ac-
count of the target situation (49). Delayed assess-
ment was found to overestimate the overall posi-
tive performance when compared with immediate 
assessment by exit cards (50).
So, an additional limitation of this study is that 
the evaluation was carried out one to two years af-
ter the women attended the counselling session, 
which might have contributed to an over-estima-
tion of positive results.
Evaluations of the time-related aspects were prob-
ably not accurate, not only due to recall issues but 
also because rural women do not usually refer to 
time in terms of hours and mintues. 
Despite possibilities of some biases in the results, 
the  overwhelmingly-positive  feedback  from  the 
women in both quantitative and qualitative ex-
ploration indicates that the session had some posi-
tive impact. In a context where 66% of the women 
never talk about their experience of violence (19), Naved RT et al. Mental health counselling for abused women
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women are generally subordinated and lack self-
confidence, and professional mental health coun-
selling services are absent, this initiative of training 
village-based paramedics in counselling for women 
exposed to violence looks sufficiently promising to 
warrant further testing. Further testing is needed for 
exploring how tangible is the achievement demon-
strated here and what impact would it ultimately 
have on coping of women with violence. It should 
be noted that ICDDR,B’s paramedics are more quali- 
fied than the national health workforce function-
ing at the village level. Thus, further research is also 
needed to explore the outcomes of implementing 
such services using the national health workforce.    
It is well-recognized that multiple factors at different 
levels (e.g. family, community, society) contribute 
to violence against women. Thus, counselling tar-
geted towards abused women only without taking 
greater community and societal issues into account 
is bound to have limitations (20,22). Nevertheless, 
counselling of victims of violence against women 
offers an important step in managing this pervasive 
public health issue. This study offers some policy-
relevant insights, which could be useful in initiat-
ing services for the abused women, suggesting that 
even in the context of an absence of professional 
counsellors in the country, trained paramedics can 
serve as the first-line support in mental healthcare 
for women suffering mental and physical ill-health 
relating to violence against women. 
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